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previously described for giant right coronary artery (RCA)
aneurysms involved the excision of the RCA aneurysm
with mobilization of the RCA inflow and outflow portions,
followed by end-to-end anastomosis.5 This repair preserved
the native vessel continuity and did not require lifelong anti-
coagulation therapy. However, end-to-end anastomosis runs
the risk of suture line tension causing restenosis and may not
be technically feasible for patients with large aneurysms.
CONCLUSIONS
Our surgical approach to thrombosis of a giant LMCA an-
eurysm has the primary advantage of using native host tissue
to maintain a more anatomically normal continuity from the
aorta to the coronary artery without the use of an interposi-
tion or bypass graft. Furthermore, it avoids the potential for
myocardial ischemia resulting from compromised proximal
perforating branch flow that may occur with bypass and liga-
tion of a coronary aneurysm or percutaneous covered stent
techniques. Our novel surgical approach also obviates the
need for lifelong anticoagulant therapy.
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Brief CommunicationsResection and reconstruction of the roof of the coronary sinus
for an unusually attached left atrial myxoma
Igor E. Konstantinov, MD, PhD, Pankaj Saxena, MCh, DNB, Trenton Barrett, MB, BS, and Graham Jenkins, BPHE, Perth, AustraliaMyxoma is the most common primary cardiac tumor and
most commonly originates from the left side of the atrial sep-
tum. We encountered an unusual myxoma with a broad ped-
icle that originated from the lower atrial septum and the roof
of the coronary sinus (CS), causing mild mitral stenosis.
CLINICAL SUMMARY
A 69-year-old woman was admitted to the Sir Charles
Gairdner Hospital with acute shortness of breath. On the pa-
tient’s admission, a transient ischemic attack developed with
left arm weakness that spontaneously resolved. She had
a long-standing history of type II diabetes mellitus, hyper-
tension, hypercholesterolemia, and paroxysmal atrial fibril-
lation. Despite an appropriate anticoagulation with
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past. Coronary angiogram was normal. A transthoracic
echocardiography revealed a 5.4 3 3.4-cm pedunculated
left atrial mass that was attached to the lower atrial septum
(Figure 1). The mass was prolapsing into the inlet of mitral
valve during diastole (Figure 1, A) and moving back into the
left atrium in systole (Figure 1, B). Left ventricular function
was normal, and there was no significant mitral regurgita-
tion. Urgent surgery was performed. After standard median
sternotomy and initiation of cardiopulmonary bypass, ante-
grade cold cardioplegia was administered, and a biatrial ap-
proach by means of an inverted T-shaped incision (Figure 2,
A) was used to expose the mass, which had a typical appear-
ance of a myxoma. The incision was extended across the
septum and around the broad attachment of the tumor (Fig-
ure 2, B). An unusual feature of the myxoma was its broad
attachment to the lower septum and the roof of the CS (Fig-
ure 2, C and D). The roof of the CS was resected to com-
pletely remove the attachment site of the myxoma
(Figure 2, D and E). The roof of the CS and the atrial septal
defect were reconstructed with a double-layered autologous
pericardial patch, and the atriotomy was closed in standard
fashion (Figure 2, F, G, andH). No other intracardiac abnor-
malities were found. Aortic crossclamp time was 33urgery c April 2009
Brief CommunicationsFIGURE 1. Large left atrial mass attached to the lower atrial septum prolapsing via the mitral valve in diastole (A) and bouncing back into the atrium in
systole (B).minutes, and cardiopulmonary bypass time was 49 minutes.
The patient reverted to normal sinus rhythm, and the postop-
erative course was uneventful.
DISCUSSION
Cardiac myxomas are the most common benign tumors of
the heart and are derived from the multipotent mesenchymal
cells. Because an embolization may occur in as many as 8%
of patients awaiting operation, an urgent surgery is usually
performed.1,2 Approximately 75% of myxomas are located
in the left atrium. Typically, these tumors are attached to the
atrial septum in the fossa ovalis area. In our patient, how-The Journal of Thoracic and Cever, the myxoma originated from the lower septum and
the roof of the CS.
Complete resection of the pedicle of the myxoma’s attach-
ment seems to be crucial to prevent recurrences of the tumor.
The overall risk of recurrence after resection is approxi-
mately 12% and 22% for familial and complex myxomas,
respectively, whereas it is only 1% to 3% for sporadic myx-
omas.3,4 In most cases of sporadic myxoma, however, in-
complete resection is thought to be the reason for
recurrence.3,4 An unusually broad attachment of the tumor
in our patient would have precluded complete resection of
the myxoma without resection of the roof of the CS.FIGURE 2. Biatrial approach to myxoma used an inverted T-shaped incision (A). A broad attachment of myxoma to the lower atrial septum and the CS was
identified (B and C), and the roof of the CS was partially resected (D and E) to completely excise the myxoma attachment. The CS was reconstructed (F), the
atrial septal defect was closed (G) with an autologous pericardial patch, and the atrial chambers were closed (H).ardiovascular Surgery c Volume 137, Number 4 1033
Brief CommunicationsA biatrial inverted T-shaped incision has been described5
and provided an excellent exposure and unobstructed view
to resect and reconstruct the roof of the CS.
CONCLUSIONS
Resection and reconstruction of the roof of the CS can be
efficiently accomplished to ensure complete resection of the
myxoma.Retrosternal adhesiolysis through an
novel approach facilitating complete
a patent internal thoracic artery gra
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In most redo coronary artery bypass grafting (CABG) proce-
dures, complete median resternotomy is inevitable to fully
expose the heart. This primarily blind procedure places
patients at increased risk of catastrophic hemorrhage and
mortality, especially in the presence of a patent internal tho-
racic artery (ITA) or vein graft.1 Various strategies have
been developed to reduce this risk.1-4 Here we report a novel
approach that facilitates complete median redo sternotomy
in the presence of a patent ITA graft crossing the midline.
CLINICAL SUMMARY
A 66-year-old man was admitted because of progressive
multivessel coronary artery disease. He underwent CABG
with left ITA to left anterior descending coronary artery
(LAD) bypass and a saphenous vein aortocoronary graft to
the ramus intermedius 11 years ago. In addition to the known
stenosis, the current coronary angiogram revealed 75% steno-
sis of the crux cordis, 90% proximal stenosis of the posterior
interventricular artery, and 90% stenosis at the left ITA to
LAD bypass, as well as excellent long-term patency of the
vein graft. Because of these findings, the decision was made
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for redo myocardial revascularization of the LAD and right
coronary artery.
Preoperative 64-slice thoracic computed tomographic
(CT) analysis, which is required before every elective rester-
notomy in our unit, demonstrated the left ITA graft crossing
the sternal midline and adherence to the posterior wall of the
sternum, as depicted in Figure 1, A. To avoid injury to the
patent left ITA graft and cardiac structures, retrosternal tis-
sue adhesiolysis through a right anterior minithoracotomy
was performed to then facilitate median resternotomy. First,
a 3-cm right anterior thoracotomy through the third intercos-
tal space from the parasternal line to the midclavicular line
was performed (Figure 2). The pleural space was opened.
After the costal retractor was inserted, the tissues were sep-
arated in the median direction. The right ITA was identified
and left untouched. By using the third sternal wire as a land-
mark, the left ITA graft was located and dissected from the
posterior wall of the sternum, followed by extended retro-
sternal tissue adhesiolysis in the cranial and caudal direction.
As the next step, complete and safe sternotomy was per-
formed with an oscillating saw, followed by mediastinal
dissection.
After establishment of cardiopulmonary bypass with hy-
pothermia (35C) and administration of blood cardioplegia
in an antegrade fashion, myocardial revascularization was
performed with a saphenous vein aortocoronary graft to
the distal LAD and a sequential saphenous graft to the right
coronary artery and posterior interventricular artery. No in-
jury of the left ITA graft or cardiac structures was observed
during the procedure.
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